SUMMARY The prevalence and significance of colorectal symptoms within a group of 1533 individuals was assessed using a self-completion questionnaire and results compared with faecal occult blood screening. One hundred and twenty eight individuals listed one or more symptoms, while only 12 had a positive blood occult test. Of the subjects studied, 6 6% had noticed bleeding from the rectum in the last six months, 8&7% diarrhoea, and 12 3% a change in bowel habit. Examination of these individuals revealed one (0.8%) to have an adenoma of the colon. By comparison, occult blood testing identified two patients with carcinoma and four with adenoma. Both of the patients with carcinoma and three out of the four with adenoma had replied negative to the questionnaire suggesting the self-completion questionnaire to be of little value in the early detection of colorectal neoplasia.
Screening of asymptomatic individuals for colorectal cancer has been attempted using rigid sigmoidoscopy.t or the stabilised quaiac faecal occult blood test. Haemoccult (Eaton Laboratories).2 Each technique had disadvantages. Rigid sigmoidoscopy only examines the distal bowel and faecal occult blood testing is hampered by appreciable false negative rate,4 and a poor compliance. '-7 The median time from the onset of symptoms to diagnosis of colorectal cancer is 30-32 weeks. Eighty per cent of this delay being before the patient is seen at the hospital.8 Furthermore, of those patients admitted to hospital as emergencies (40%) 75%' have seen their general practitioner with symptoms before their urgent admission.8 Early identification of these symptomatic individuals may be a more beneficial method of screening than extensive screening of asymptomatic individuals. The aim of this study was to determine the prevalence of colorectal symptoms within the community. the significance of such symptoms as identified by a self-completion questionnaire, and to correlate the results of the self-completion questionnaire with standard occult blood testing. (Table 2) .
Of the 399 individuals with a negative questionnaire, 347 also had a negative Haemoccult test result, and only eight a positive Haemoccult test. Of the 128 individuals with a positive questionnaire, only four had a positive occult blood test (Table 3) .
Forty six (8.7%) out of the 527 individuals had had diarrhoea, 65 (12.3%) a change in the number or type of bowel action, and 35 (6.6%) bleeding from the back passage. Only three individuals had lost more than 3-1 kg in weight and 57 (10 8%) had had abdominal pain that had worried them ( Table   1) .
Results of the examination of the 128 symptomatic individuals are shown in Table 4 . A large number of subjects had had symptoms which had resolved by the time they were seen. No carcinomas 
Discussion
Results from this study clearly show the questionnaire used was of little value in the identification of Cancers of the colon and rectum produce symptoms of bleeding, diarrhoea, constipation, a change in the bowel habit and abdominal pain. Such symptoms, however, are extremely common within the general population as a whole.9"'( Of the subjects studied, 24-4% admitted to suffering from one of these symptoms; 6*6% of subjects admitting to bleeding from the rectum; 8 7% diarrhoea, 12 3% altered bowel habit, and 10-8% abdominal pain. These results have been confirmed by previous workers and show how difficult early identification of patients with neoplastic disease is, when so many apparently healthy subjects have such symptoms. Even the presence of bleeding from the rectum, a symptom present in a great many cancers, was only present in one of the patients with an adenoma, and more often than not was because of haemorrhoids; 71 % of persons with bleeding being found to have haemorrhoids on examination, and it is understandable why so many clinicians attribute bleeding from the rectum to piles without further recourse.
Of more concern is the problem of the high false negative rate of the questionnaire in patients with neoplastic disease of the colon (83.3%). Failure of the questionnaire may be due to the inability of individuals to recognise early subtle changes produced by the cancer or adenomas or a failure to ask the correct questions in the questionnaire. The frequency of symptoms detected by the questionnaire is similar to results obtained by Thompson and 
Correspondence
Gastrointestinal carcinoid tumours SIR, -Rees et al (Gut 1984; 25: 211-7) present a patient with massive bleeding from an ileal carcinoid diagnosed by colonoscopy. We would like to present a similar case in which colonoscopy would not have aided the diagnosis and to add our experience of gastrointestinal carcinoids.
A 56 year old man was admitted to the Royal United Hospital in Bath with a four day history of passing both dark red blood and melaena per rectum. He had long standing hypertension in the presence of a hydronephrotic horse shoe kidney which was well controlled on Minoxidil 40 mg, Atenolol 400 mg with chlorthalidone 100 mg daily. There was no history bf haematemesis nor abdominal pain, neither was there a history of flushing, diarrhoea, nor attacks of wheezing. On admission, his pulse was 100, blood pressure 140/80 mmHg. He was not clinically shocked although his haemoglobin was 8*0 g/dl. During that day he was transfused three units of whole blood and his observations remained stable until the early evening when he became shocked (pulse rate 130, blood pressure 80/50 mmHg). This was accompanied by profuse dark red rectal bleeding. He was given a further five units of whole blood and an upper gastrointestinal endoscopy was performed urgently which was completely normal with no blood in the stomach. It was technically impossible to enter the duodenum. Further deterioration precluded angiography and a laparotomy was undertaken immediately. In the terminal ileum, a small 1 cm pedunculated lesion was noted. Blood was present for 15 cm proximal to this lesion and throughout the small and large bowel distal to the lesion. Several other nodules were present for 6 cm either side of the lesion, and there were enlarged glands in the mesentery. The liver contained one small nodule. A 20 cm resection of small bowel was carried out taking all the macroscopically obvious lesions with the mesenteric glands. The continuity of the small bowel was restored by end to end anastomosis, and the small nodule in the liver was excised. Histology confirmed the presence of carcinoid tumour in the small bowel, mesenteric nodes and in the liver.
Postoperatively he made an uncomplicated recovery and he was discharged on the 12th day after his operation having had no further rectal bleeding.
His blood pressure continues to be well controlled on the above anti-hypertensive regimen. At no stage has he exhibited the features of the carcinoid syndrome, with flushing, diarrhoea, nor bronchospasm.
We agree that such small tumours are difficult to diagnose before surgical exploration. This is reflected on reviewing 27 cases of gastrointestinal carcinoids in Bath from 1970-1983 (unpublished data). Of the 15 non-appendiceal tumours 40% presented with features of the carcinoid syndrome implying metastatic disease. Massive gastrointestinal bleeding is increasingly reported in the literature' 2 as a presenting feature of carcinoid tumours and should perhaps no longer be regarded as rare. The above case represents 6% of our small series compared to 9% according to Zeitels et al. 3 The other presenting features in our series were those of small bowel obstruction (five), small bowel perforation (one), incidental to Crohn's stricture (one) and as diarrhoea due to a rectal polyp (one).
Small bowel carcinoids are therefore likely to remain elusive to diagnosis before metastatic spread or laparotomy despite such advances as colonoscopy. Gastrointestinal bleeding has favoured early diagnosis as in Rees et al, but this was not so in our case where regional and distant metastases had occurred so reducing his expected five year survival from the 75% for ileal carcinoids quoted by 
